
functioning team is the very basis on which control of
both epidemics and chronic disease must rest.6

The people who make policies and the inter-
national organisations that support them comprise the
higher tiers of healthcare funding. Health policy-
makers in the areas where needs are great and
resources are scarce often have progressive attitudes
towards political and social policy. But many still have
an outmoded view of care for disease and disability,
based on their own experiences, and see service deliv-
ery problems only as a series of isolated technical chal-
lenges. This report from the WHO should help them
to change those views.

The WHO believes that good management ideas
can travel and, if suitably modified, can reproduce suc-
cess in different settings. The next phase of the process,

then, needs to be the diffusion of these concepts. We
hope that a network of interested participants will
develop, to share ideas and experiences across
countries and cultures, thereby providing the peer sup-
port needed to sustain change. Such collaboration is
essential to implementing this new framework for
chronic disease care.
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Palliative care for heart failure
Time to move beyond treating and curing to improving the end of life

The epidemic of heart failure and its costs to
health services continue to grow.1 2 Despite
important advances in evidence based treat-

ments, age adjusted survival rates for chronic heart
failure remain worse than for many forms of cancer.3 4

The only cure for chronic heart failure—heart
transplantation—is equivalent to providing a single
lifeboat to the sinking Titanic.

Most of the usually elderly patients with heart fail-
ure therefore have short lives remaining of extremely
poor quality, punctuated by frequent admissions to
hospital.5 6 They often suffer dyspnoea, pain, confusion,
anxiety, and depression during their last days of life.
Most of them would prefer “comfort care” and do not
wish for active resuscitation. Some would even prefer
death.7 The growing clamour for a better experience of
the end of life and the extension of palliative care ser-
vices to patients with heart failure is therefore not sur-
prising.8 9

Two recent studies in the BMJ add to this debate.
Hanratty et al set up a series of focus groups with gen-
eral practitioners and specialists in cardiology, geriatric
medicine, general medicine, and palliative medicine in
the north west of England, to determine their views
about palliative care for heart failure.10 The overall pic-
ture was grim, describing poor quality of care for
patients and frustration among doctors. Among
several important findings, this study identified that
predicting the illness trajectory is much harder in
severe heart failure than in cancer. This creates uncer-
tainty that can virtually paralyse doctors, potentially
preventing them from telling patients when they have
reached the terminal phase of their illness and from
planning appropriate care. This confirms the findings

of the study to understand preferences for outcomes
and risks of treatments (SUPPORT), in which
predicted six month survival was greater than 50%
among patients who then died from heart failure in the
next three days.7

In this issue (p 929) Murray et al describe how they
elicited and analysed the experiences and views of
patients dying from heart failure or lung cancer, and of
their carers.11 A large series of interviews (219 with
patients, 53 with carers, and 73 with health profession-
als) yielded qualitative data on illness trajectories,
healthcare needs, and use of services. As in the study by
Hanratty et al, the illness trajectory of lung cancer was
much more predictable than for heart failure.
Similarly, participants reported poor coordination and
inadequate continuity of care, inhibiting the formation
of a close and enduring relationship with a single
healthcare professional.11 To some extent, these
deficiencies have been overcome in other parts of the
United Kingdom (greatly assisted recently by the Brit-
ish Heart Foundation) and elsewhere, with the
introduction of specialist heart failure nurses who
coordinate disjointed services and often become
patients’ main professional carers.12

The provision of palliative care on the basis of
need rather than diagnosis must be debated urgently.
If palliative care is to be extended in the United King-
dom, it will need additional funding beyond charitable
sources. Who should provide this additional care?
Specialist heart failure nurses already possess most of
the requisite skills, offering open and sensitive
communication, a holistic approach to patient and
carer, and attention to controlling symptoms. In some
areas (in London and Glasgow, for example) these
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nurses already have formal links with palliative care
services.

As doctors we are facing a marked shift in our
thinking about this non-cancerous, terminal disease.
It is always hard to acknowledge that therapeutic
options are exhausted, particularly when patients have
not recognised this themselves. But it is disturbing and
lamentable that patients with heart failure, in stark
contrast to those with cancer, are still not told their
diagnosis or prognosis. Doctors caring for their
patients with severe heart failure have much to learn
from their colleagues in cancer services and from spe-
cialist nurses.
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Complications of diabetes in elderly people
Underappreciated problems include cognitive decline and physical disability

The diabetes epidemic continues to garner
headlines, with the emergence of type 2
diabetes among young people the most alarm-

ing.1 The greatest increases in numbers of total cases of
diabetes in industrialised countries are, however,
occurring among elderly people.2 3 This is because of
the ageing of the overall population as well as a greater
absolute increase in the prevalence of diabetes among
elderly people than among young people. People 65
years and older will make up most of the diabetic
population in the United States in the next 25 years.2

More alarmingly, the proportion of the diabetic popu-
lation 75 years or older is projected to exceed 30% in
the United States in the next 50 years. Considerable
progress has been made in reducing risk for the
traditionally recognised microvascular (retinopathy,
nephropathy, neuropathy), and macrovascular (coron-
ary heart disease, stroke, peripheral arterial disease)
complications of diabetes. But as diabetes increasingly
becomes a disease of elderly people, some of its under-
appreciated complications must be addressed. These
include cognitive disorders and physical disability, falls
and fractures, and other geriatric syndromes. Such out-
comes, as well as having a direct impact on quality of
life, loss of independence, and demands on caregivers,
may ultimately be as great a concern to older people
with diabetes as the more traditionally recognised vas-
cular complications. These problems present a
looming challenge for clinicians and the public health
community and, as such, are examples of the
confluence of ageing with other chronic diseases as
well.

The potential for diabetes to cause cognitive
impairment among the aged is well documented, but
only recently has this association been examined in
prospective studies: four of six studies have found an
association between diabetes and cognitive decline as
measured by repeated neuropsychological tests.4–7

Additionally, five of seven cohort studies associated
diabetes with roughly a doubling of the overall risk of
dementia.4 7–9 The specific association with
Alzheimer’s disease may be weaker and the associ-
ation with stroke mediated dementia considerably
stronger.4 9 Although the specific mechanisms and
pathophysiology of diabetes associated dementia must
be clarified further, the consistency of the overall
association between diabetes and cognitive disorders
indicates that exploration of preventive measures is
warranted.

Diabetes is also associated with greater risks of dis-
abilities related to mobility and daily tasks among eld-
erly people.10 11 Findings from the National Health and
Nutrition and Examination Surveys indicate that
people with diabetes have about two to three times the
prevalence of inability to walk 400 metres, do
housework, prepare meals, and manage money.10 One
fourth of diabetic women 60 years of age and older
report being unable to walk 400 metres, compared
with less than one sixth of non-diabetic women of the
same age. Diabetic women became disabled at
approximately twice the rate of non-diabetic women
and have an increased risk of falls and hip fractures.11 12

The association of diabetes with physical disability is
explained in part by classic complications of diabetes
(for example, coronary heart disease, peripheral
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